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The general practitioner must by force 
of circumstances be something of a spe- 
cialist along all lines. This is particularly 
true of those engaged in country and small 
town work where special counsel is less 
available. Of all the recognized special- 
ties which the general physician is called 
upon to practice there is perhaps none in 
which he feels his limitations more keenly 
than in the field of psychiatry. This is 
due in part to the lack of thorough ground- 
ing in the subject which he has received 
in school and to the further fact that he 
does not usually have an opportunity to 
study such cases nor observe their course 
for any extended period on account of a 
commitment to a sanitarium or state hos- 
pital. These cases all pass through the 
family doctor’s hands however, and during 
this period there are a number of ques- 
tions to be considered such as the urgency 
of commitment, danger of the patient do- 
ing harm to himself or others, the prob- 
able duration of the illness, the ultimate 
outlook, proper therapeutic measures, etc., 
for the solution of which a knowledge of 
the particular type of mental trouble pres- 
ent is very important. It is just here that 
the average doctor seems to have his great- 
est trouble. A well marked case of in- 
sanity presents such pronounced and char- 
acteristic symptoms that a general diag- 
nosis of some mental derangement is 
usually made by the family before the 


doctor is called in. It is a very different 
and much more difficult matter to deter- 
mine the exact type of the psychosis. Such 
a differentiation is not always easy and 
in some instances is exceedingly difficult, 
but a well posted physician should at least 
be able to assign an ordinary case of in- 
sanity to the group to which it properly 
belongs. It is with the idea of stimulating 
study along this line and possibly giving 
some useful and practical hints that this 
paper has been written. There is neither 
time at my disposal nor is this the place 
to enter into a detailed discussion of vari- 
ous subdivisions and individual types of 
mental diseases, and I shall confine my- 
self to the differentiation of some of the 
more common and frequently encountered 
forms of insanity which naturally fall into 
generic groups. 

In the study of any subject, if the 
knowledge of it is to be readily compre- 
hended, retained and put to practical use, 
it is necessary to proceed on the basis of 
classification. Up to some fifteen years 
ago the classification of the psychoses was 
most unsatisfactory. This is apparent at 
once upon an inspection of any number of 
old asylum or state hospital reports. Each 
institution followed its own lead and the 
tendency was towards intricate division 
into separate clinical entities until we had 
an array of various kinds of manias, mel- 
ancholias and dementias, almost ad nau- 
seum if not ad infinitum. The introduc- 
tion of the Kraepelin classification did 
more than any other one thing to bring 
order out of this nomenclatural confusion. 
This classification, or a modification of it 
recommended by the American Medico- 
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Psychological Association, has now been 
adopted by practically all hospitals for the 
insane in this country. 

Dementia praecox, 

DEMENTIA PRAECOX.—The most impor- 
tant contribution of Kraepelin and the one 
which has had the greatest and most clari- 
fying influence on psychiatry was the in- 
troduction of the term dementia praecox. 
This name is now applied to a group of 


cases which includes all those formerly . 


classed as primary dementias and hebe- 
phprenias, and some manias, mild melan- 
cholias, and paranoias of the old classifi- 
cations. It comprises about one-fourth of 
all admissions to state hospitals at the 
present time. It is a disease of early life, 
more than 60 per cent of cases occurring 
under twenty-five years of age, but it 
may develop well along in the fourth or 
in rare instances even in the fifth decade. 
Mental deterioration in a varying degree is 
an early and prominent symptom but the 
dementia is of a selective type, some men- 
tal faculties being profoundly affected 
while others show little impairment. Mem- 
ory and orientation are usually well pre- 
served and there is ordinarily little cloud- 
ing of consciousness, while the powers of 
attention, the will, judgment, and the emo- 
tions are invariably defective. These pa- 
tients are desultory in conversation, give 
expression to many silly and grotesque 
delusions, exhibit little or no affect, and 
are apathetic and indifferent to an ex- 
treme degree. Hallucinations are always 
present at some stage of the disease and 
often have a decided influence on the pa- 
tient’s conduct. While hallucinosis is by 
no means limited to this group, it is a 
symptom of great diagnostic value and 
should always be searched for in a case 
of suspected dementia praecox. In addi- 
tion to the above general symptoms there 
are some which are of special significance 
in relation to the different types of this 
disease, such as the silly, mirthless, and 
unprovoked laughter, and the simple de- 
terioration of the hebephrenic, the man- 
nerisms, catalepsy, negativism, and stupor 
often changing to excitement of the cata- 
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tonic, and the vague unsystematized per. 
secutory delusions of the paranoid form, 

MANIC-DEPRESSIVE INSANITY.—Another 
valuable contribution made by Kraepelin 
to the nomenclature of psychiatry was the 
grouping together under the name of 
manic-depressive insanity two conditions 
presenting quite opposite emotional states, 
the manias and melancholias of the older 
authors. According to Kraepelin these 
two conditions, while very unlike in their 
symptomatology, are merely different 
phases of the same morbid process and 
should not be considered as clinical enti- 
ties. Periodicity is one of the most strik- 
ing features of this form of insanity which 
is marked by recurring attacks, the pa- 
tient in the interim being entirely well 
mentally. This is a diagnostic point to 
be borne in mind and a history of such a 
course is very suggestive. This does not 
give one any help in the initial attack, 
however, when a differentiation from some 
other psychosis is at times quite difficult. 
A well marked hereditary taint points to- 
ward the manic-depressive form in which 
it is found to exist in about 75 per cent 
of cases. There is little tendency towards 
permanent dementia until the disease is 
of long duration with many recurring at- 
tacks when considerable deterioration is 
often found. The emotions are always dis- 
turbed, more or less euphoria and elation 
being characteristic of the manic phase 
while the depressed type presents a pic- 
ture of gloom and sadness amounting at 
times to severe mental pain and anguish. 
The manic patient also shows great dis- 
tractability of attention and psycho-motor 
activity which may be confused with the 
catatonic excitement of dementia praecox. 
The manic presents a true flight of ideas 
through which some association can always 
be traced in contrast with the desultori- 
ness of the praecox whose train of thought 
is loose, broken, and disjointed, often 
amounting to complete incoherence. The 
movements of the manic patient are pur- 
poseful while in catatonic excitement they 
are impulsive, senseless, and often stereo- 
typed. Profound states of depression may 
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pe confused with catatonic stupor but is 
distinguished from it by the presence of 
retardation which is a cardinal symptom 
of the depressed phase of manic-depressive 
insanity. The retarded patient is slow in 
thought, slow in speech and slow in action, 
but does not show the obstinate and per- 
sistent resistance found in the negativistic 
states of the stupid praecox. 

CONVULSIVE DISORDERS.—Simple epilepsy 
without marked mental complications does 
not usually present a difficult problem in 
differentiatial diagnosis, but when convul- 
sions are associated with an active psy- 


_chosis the case is frequently erroneously 


diagnosed as epileptic insanity. One swal- 
low does not make a summer and the sin- 
gle symptom of convulsions does not nec- 
essarily mean epilepsy. They occur in 
paresis and other forms of cerebral syph- 
ilis, arteriosclerosis, dementia praecox, 
brain tumor, and grave hysteria. The con- 
vulsions of paresis are apt to be prolonged 
and followed by much greater prostration 
than in epilepsy and are frequently ac- 
companied by a rise of temperature. It 
is also often characteristic of them that 
they leave the patient on a lower plane 
mentally than before the attack. The 
presence of other and well known symp- 
toms of paresis should make the diagnosis 
easy. In cerebral syphilis there are fre- 
quently cranial nerve involvement or focal 
symptoms which are suggestive. The con- 
vulsions of arteriosclerosis come on late in 
life and are associated with other evidences 
of arterial disease. Brain tumor is rec- 
ognized by the severity of the headache 
and the other signs of intracranial pres- 
sure which accompany it. It is impossible 
to differentiate the fit occurring in the 
course of dementia praecox from an ordi- 
nary epileptic seizure unless the other 
symptoms of the disease are taken into 
consideration, but these symptoms are so 
characteristic and so different from those 
of epileptic insanity that there should be 
no trouble in differentiating the two con- 
ditions. The chief difficulty seems to come 
from overlooking the fact that convulsions 
occur in dementia praecox although their 


occurrence is not very infrequent. 

It is often exceedingly difficult to dif- 
ferentiate grave hysteria from epilepsy 
and the two diseases may be associated in 
the same patient. Memory defects do not 
develop in those suffering from hysteria 
to the same degree as in epileptics and 
there is much less tendency to mental de- 
terioration in them even when they are 
subject to fits for long periods. The hys- 
terical seizure itself is more apt to be of 
shorter duration, particularly the post- 
convulsive phenomena of stertor, sleep, 
and confusion. It has been stated by 
authorities, however, that every symptom 
of a genuine epileptic attack may be found 
in some cases of pure hysteria and that 
the only way they can be differentiated is 
by the use of hypnotism. Under hypnosis 
the hysteriac can be made to recall inci- 
dents which occurred during the fit, while 
in epilepsy there is complete amnesia. 

PARESIS AND OTHER SYPHILITIC CONDI- 
TIONS.—It is very important that paresis 
be recognized in the early stage. In its 
incipiency there is possibly something to 
be accomplished in a therapeutic way by 
intensive treatment but otherwise the out- 
look is hopeless. There are other consid- 
erations in connection with this disease 
which should not be lost sight of and 
which demand that the patient be placed 
under supervision of restraint as soon as 
possible after mental symptoms appear. 
Estates may thus be saved which would 
otherwise be wasted by foolish and vision- 
ary investments and serious accidents of- 
ten prevented. It is now recognized that 
syphilis is the essential cause of paresis 
and the dictum of “no syphilis, no paresis” 
is universally accepted. It follows there- 
fore that the first step in diagnosis is to 
determine whether or not the patient is 
syphilitic. Both the blood and spinal fluid 
should be examined. If a positive Was- 


sermann is obtained the cell content of the 
fluid should be determined and a gold test 
made, the latter being probably the most 
delicate laboratory test for paresis. The 
gold curve is also of value in differentiat- 
ing between this and other forms of cere- 
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bral syphilis. In this connection it is well 
to emphasize the fact that it does not nec- 
essarily follow that all insane patients who 
show a positive Wassermann are paretics 
and therefore hopeless, as you may have 
a more benign psychosis develop in an 
individual who also has a luetic infection. 
The symptoms of a classical and well de- 
veloped case of paresis are so character- 
istic that it is unnecessary for me to men- 
tion them, but there are some early signs 
which are not infrequently overlooked or 
misinterpreted. A large number of cases 
begin with what appears to be a simple 
neurasthenia and many of them are so 
diagnosed and the patient treated for that 
disease for months or until the develop- 
ment of some episode which calls for a 
more careful examination when the un- 
mistakable signs of the more serious af- 
fection are discovered. An obstinate neu- 
rasthenia should therefore always call for 
« Wassermann test and in a person who 
is known to be syphilitic should at once 
arouse a suspicion of a possible early pare- 
sis. Apoplectiform and convulsive attacks 
sometimes occur quite early but are rarely 
if ever found without other suggestive 
signs being also present. They are not 
infrequently the first morbid indications 
to be recognized by the family and are the 
occasion of a physician being called into 
the case for the first time. Under these 
circumstances an erroneous diagnosis of 
apoplexy or epilepsy may be and at times 
is made by attaching too much significance 
to the convulsive symptoms and not look- 
ing for others which would determine the 
true character of the malady. Among the 
early signs of paresis which have a value 
in differential diagnosis may be mentioned 
changes in character, especially the devel- 
opment of irritability and peevishness over 
trivial matters, and a sudden transition 
from regular to intemperate and uncon- 
ventional habits, memory defects especially 
in impressibility, tremors of the face, 
pupillary changes, and a tendency to- 
wards slurring speech. 

We may have mental symptoms associ- 
ated with either the meningeal or the vas- 
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cular type of cerebral syphilis, the former 
characterized by persistent headaches and 
cranial nervous involvements and the lat- 
ter by focal and apoplectiform symptoms, 

INFECTION AND EXHAUSTION PSYCHosgs, 
—As the name indicates this group com- 
prises those mental disorders which de- 
velop in connection with infectious dis- 
eases or severe nervous exhaustion. Its 
exact limits and confines have been a 
source of much discussion and dispute. 
Some authorities include these two condi- 
tions together with various other psychotic 
states depending on somatic diseases under 
one generic head with several subdivisions, 
while others prefer classifying them sep- 
arataely under such names as fever deli- 
rium, post infection psychoses, acute con- 
fusional insanity, puerperal mania, ex- 
haustion psychoses, amentia, etc. Being 
quite similar in both etiology and symp- 
tomatology it seems to me much more 
practical to classify them together. Under 
ordinary conditions this group occupies a 
secondary position numerically, but the 
pandemic of influenza of the last six 
months has been followed by a consider- 
able wave of this particular form of in- 
sanity. It usually presents a rather defi- 
nite and clear cut clinical picture of its 
own, but one should not lose sight of the 
fact that the same causative factors may 
produce a psychosis which naturally falls 
into some other distinct nosologic division. 
A person, for instance, who is of the men- 
tal make-up which predisposes to the de- 
velopment of dementia praecox may ex- 
hibit typical symptoms of that disease fol- 
lowing a severe infection or under the 
stress of extreme exhaustion, or one sub- 
ject to periodical outbursts of mania or 
depression may have such an attack pre- 
cipitated by the same cause. The cardinal 
symptoms of the group under considera- 
tion upon which we depend for a diagnosis 
are: Clouding of consciousness, which may 
vary from mild mental confusion to wild 
delirium, impairment of attention, dis- 
turbance in the realm of perception, and 
apprehension evinced by vivid hallucina- 
tions and illusions, a tendency towards 
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~ gmentia, and a more or less profound 


physical prostration. 

PARANOIA AND PARANOID CONDITIONS.— 
The term “paranoia” is used in a very 
much more restricted sense now than it 
was a few years ago and since the intro- 
duction of the Kraepelin classification 
there has been a great falling off in the 
number of cases so diagnosed. Most of 
those formerly classed under this head are 
now included in the dementia praecox 
group as the paranoid form of that dis- 
ease, while some are referred to merely 
as paranoid conditions. These three dis- 
eased states resemble each other in that 
their most prominent symptom is the 
presence of delusions of persecution asso- 
ciated with grandiose ideas. The delusions 
of the several types differ in intensity and 
in the extent to which they influence the 
patient’s behavior. In the paranoid prae- 
cox the same looseness of thought which 
is so characteristic of the whole praecox 
group is apparent in his persecutory delu- 
sions, which are vague, phantastic, and 
nonsensical, and his indifference usually 
prevents him from displaying any pro- 
nounced conduct reaction. The patient 
suffering from a simple paranoid condition 
presents little or no system to his delu- 
sions, which are often changeable and may 
ultimately disappear. The pathognomic 
symptom of true paranoia is the fixed and 
systemized delusion of persecution. The 
train of thought is apparently logical, but 
is based on a false premise. Sooner or 
later expansive ideas appear, but there is 
very little tendency towards dementia. The 
paranoiac has implicit faith in the belief 
that is in him and comes more and more 
to brood over his supposed wrongs for 
which he can not get redress. This men- 
tal trend finally dominates his conduct and 
may lead to the commission of some des- 
perate act or make of him at all times at 
least a potential source of danger. 

Climatologists tell us that “There is no 
more perfect climate in the world than 
along the Pacific Coast between Santa 
Barbara and San Diego.” 
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My Experience at the Front 
J. G. MISSILDINE, M.D., Parsons 


Read at the Annual Meeting of the Kansas Medical Society, 

Ottawa, May 7 and 8, 1919. 

In this attempt to give you some ideas 
concerning my work with the American 
Expeditionary Forces I shall not confine 
my remarks to the medical or surgical as- 
pect, since the work at the front consists 
of first aid and emergency medical treat- 
ment and is not of the most interest un- 
less treated with the movements and ex- 
periences in general. 

We left the United States early in July 
and found the following weeks not alto- 
gether happy since the submarine activity 
at that time was at its height. Life belts 
were constantly worn and frequent life 
boat alarms were given, all of which was 
real enough to furnish apprehension. We 
reached France the last of the month, via. 
England. 

A company of casual medical officers 
was sent from Cherbourg to St. Aignan, 
which is about a hundred miles south of 
Paris. After two weeks’ instruction at 
this place in gas drill and the use of 
Thomas splints I was assigned to the third 
batallion of the Sixteenth Infantry, a part 
of the First Division. All luggage which 
one could not carry was left behind or 
promptly, lost on the way to the front. I 
joined my outfit in a few days, going by 
train to Vaucouleurs, thence by automo- 
bile to Pagney la Blanche. Here the or- 
ganization was receiving replacements and 
the men were being re-equipped, having 
just come out of the strenuous Chateau 
Thierry offensive. 

At this time I made the acquaintance 
of the officers and men with whom my 
real work was to be done. To me this 
outfit of seasoned regulars was an innova- 
tion in the matter of associates, but I 
quickly learned that their hardness was 
the most valuable quality a man could pos- 
sess when real fighting was on and this 
quality I soon realized was highly com- 
municable to the newcomers. 

From here on we marched, always by 
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night, to take part in the St. Mihiel offen- 
sive. During the day all the animals and 
vehicles were kept under cover of a woods, 
or camouflaged, and the men were like- 
wise kept from the observation of the 
enemy aircraft. For several days we were 
within a night’s march of our front line, 
expecting each evening to go into this 
much heard of drive, which started the 
morning of September 12. The night be- 
fore I visited the front line trenches with 
a party of officers to make a reconaissance, 
my especial interest being to acquaint my- 
self with the ground to be gone over, and 
to pick out the best possible first aid post, 
always considering the availability of the 
ambulance service, easy access to the batal- 
lion while in action, together with as much 
protection from the enemy fire as possible. 

Our sector lay almost immediately in 
front of Mt. Sec, which you may remem- 
ber had been taken three times by the 
French but always lost. Although these 
attempts had cost over 30,000 lives, the 
front line had not been advanced. On the 
day before the drive, a conference of the 
officers of the regiment was held and we 
were informed that this engagement was 
to be a bloody affair. Our intelligence force 
had reported tremendous fortifications in 
the side and back of Mt. Sec, which was 
only separated from us by a couple of kilo- 
meters of low flat ground, in perfect view 
of the Germans. The outlook was not the 
most pleasant, but if I could give you some 
idea of the extent of the artillery prepara- 
tion you would better understand why we 
felt confident and why the advance was 
such a glorious success. It began at mid- 
night, the infantry of course being in 
front. We took our position in a little 
ruined village by the name of Ramblicourt; 
just a few rods back of us were the 75’s— 
innumerable they were and splendidly ef- 
fective. A short way back of these were 


the 155’s, and still farther back the heavier 
field pieces and the coast defense guns, 
which had been mounted for the special 
purpose of battering Mr. Sec. The enemy 
were shelling us, only a little before mid- 
night, and I was dressing the first lot that 
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came in, when our barrage opened. It was 
a terrific thing. I wish I could describe 
it to you, but it is impossible to give you 
any conception of such an affair. The 
magnitude of it, the entire exaggerated. 
ness of it all requires such superlatives ag 
would be extremely difficult to supply. As 
far to the left and as far to the right as 
one could see were the flames from the 
belching guns. The din was awful. The 
shells going over us made interesting yet 
weird sounds; the small ones shrieked, the 
larger ones howled, and the formidable 
ones from the coast defense guns sounded 
like overhead trains, so much so that the 
doughboys dubbed them “fast freights.” 
As the shells exploded the mountain side 
was lighted up in a play of colors which 
was most extraordinary —some violet, 
some scarlet, and some of a greenish hue. 
This continued until 4 a.m., when we 
started over. The advance was made rap- 
idly, the enemy offering little resistance. 
They had sought safety in dugouts, many 
of which were impenetrable except to di- 
rect hits. It will be remembered that 17,- 
000 prisoners were taken the first day, 
with great stores of supplies, and the sal- 
ient was obliterated the first two days. 

One sees every conceivable type of 
wound and many acute nervous and men- 
tal disorders, chiefly neuroses, which are 
looked into as carefully as time will per- 
mit to determine whether or not they are 
genuine. 

All of the medical corps men are skilled 
in dressing wounds and in emergency 
treatment in general. Morphine to pre- 
vent. shock and to relieve pain was freely 
used and was of great value. Antitetanic 
serum was used as a routine measure, if 
not in the field, then at the ambulance 
dressing station. The supply of dressings 
is never large enough unless one has the 
luck to find a supply left behind by the 
enemy, in which ¢ase it was necessary to 
make sure that they were not left behind 
for the purpose of infecting those on whom 
they were used. Usually this was easily 
done. Everything, including sterile dress- 
ings, Thomas splints, and iodine swabs, 
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had to be carried by hand in addition to 
the regular equipment of army men, and 
naturally an abundant supply was impos- 
sible. It is regrettable that it was some- 
times impossible to carry the load started 
with and that useful material had to be 
discarded. It was better, however, to be 
with the batallion with a limited supply 
of things than to be weighted down to a 
point where keeping up was impossible 
and not to be on hand when our help was 
needed. Keeping up was difficult, for the 
reason that one met wounded men every 
little while who required attention. In the 
St. Mihiel affair the prisoners were used 
for litter bearers, which saved our fellows 
splendidly. 

Sharp criticism frequently came along 
from the medical officers farther back be- 
cause of the failure to properly dress frac- 
tures, but to anyone who has followed an 
advancing outfit of enthusiastic Yankee 
infantrymen it is perfectly patent that 
whatever is done must be done quickly or 
the medical officer and his men are lost 
from the batallion, and of course of no 
further service to them. 

Following the affair of which I have 


~ been speaking, we were sent into the Ar- 


gonne sector near Verdun, where my divi- 
sion relieved the Thirty-fifth on October 1. 
This was quite different from the sector 
we had just left. The resistance was stub- 
born, enemy machine nests were every- 
where, and we were constantly harassed 
by their high explosive, shrapnel and gas. 
It has been said that we lacked artillery 
support, which may be true, but if so, un- 
questionably unavoidable. The constant 
shelling of the roads made traffic almost 
impossible. 

- Here I was transferred to the regimental 
dressing station which was located in the 
demolished village of Charpentry. We used 


‘a dugout from which the Germans had 


been driven and from here evacuated the 
casualties from the batallions in advance 
of us. The number of wounded and dead 
constantly increased, which kept us all 
working day and night with little time for 
rest. Many of my friends and men I had 


learned to like and admire were killed or 
sent back wounded, among them my or- 
derly, a boy seventeen or eighteen years 
old, who had served me most faithfully, 
hit by a shell which mutilated an arm, and 
almost immediately he was killed by an- 
other shell. Nearly all of the first aid 
men with the regimental dressing station 
were gassed or wounded. About 3 o’clock 
the morning of October 3 I was gassed, 
which incapacitated me for work, and I 
was evacuated a few hours later. I was 
yet unable to return to my regiment when 
the armistice was signed. 


The physiologic-dietetic committee has 
proven that it makes no difference in the 
digestion and assimilation of milk and the 
benefit derived from its use whether it 
was sipped (eaten) or poured into the 
stomach through a tube. Chemists and 
physiologic investigators get too big a 
kink in their curves sometimes. Many 
years ago a bale of young dried prairie 
grass was sent to the bureau of chemistry, 
in Washington, D. C., for analysis as to 
its food value for animals. The depart- 
ment wrote back that its food value was 
practically “nil.” Some cadaveric Texas 
steers began pasturing on the young ten- 
der prairie grass in May and fatted for 
the market by July of the same year. The 
Texas steers did not get the report in time. 


The Kansas doctor will have to get a 
move on him if he keeps in the wake of 
the Southern California internist. Since 
the airplane sunburnt tonsil is so common 
here the physicians have taken the cure 
and are treating laryngeal tuberculosis 
and chronic sore throat by that method. 

What is to be understood when a doc- 
tor’s advice to a sick patient is to “Eat 
what you want” or “Eat what agrees with 
you”? One of two things, either that 
dietetics is a farce or the doctor is not 
posted on diet. Simplicity in diet is as 
essential to the health of the body as sim- 
plicity in the dosage of medicine is for the 
cure of the sick. 
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GENERAL PSYCHIATRY FOR THE 
GENERAL PRACTITIONER 


KARL A. MENNINGER, M.D., Topeka 


Secretary Kansas State Commission on Mental 
Hygiene 


FOREWORD 


So profound has been the effect of the disease we 
call Influenza upon the nervous systems of its victims, 
and so numerous the results of its havoc upon minds 
and brains, that in view of the anticipated return of 
another wave of the epidemic in the coming winter, 
it behooves us to give some consideration to these dire 
complications which will probably succeed again in 
great numbers. If there were, as has been estimated, 
fully 1,000 severe and over 5,000 mild nervous and 
mental cases following influenza in Kansas last win- 
ter, what may we expect to be the totals by the end 
of 1919? 

Kansas physicians have not had time or opportunity 
to pay much attention to mental disease phenomena. 
The mental disease specialists of the country have 
written much for their particular journals, and have 
made rapid advances (especially since 1914) in their 
field, but they have not had the vision or perhaps the 
means of putting before the general medical public the 
plain and simple facts of their specialty as it concerns 
the general practitioner and clinician. 

This was my thought in preparing for THE JourN4L 
or Tue Kansas MepicaL Society the three papers 
on General Psychiatry for the General Practitioner 
which follow, dealing in turn with (1) the newer clas- 
sification and names and divisions of the diseases of 
the mind, which is replacing rapidly the older cun- 
glomerations of names and symptoms which were so 
confusing, (2) a presentation of the nervous and men- 
tal sequellae of influenza, called “influenzal psychiatric 
by-products,” the effect of grippe on the human mind, 
and finally (3) a discussion of the TREATMENT of 
these mental diseases following influenza. These 
papers will appear successively in this Journal under 
the following headings: 

1. A Simple Classification of Mental Diseases. 

2. Influenza and Mental Disease. 

3. The Treatment of Mental Diseases Following In- 
fluenza. 


A Simple Classification of Mental 
Diseases 


We are all familiar enough with that 
physician who gains his practice not by 
the accuracy of his diagnoses but by their 
grandiosity. His diagnoses, once mas- 
tered by the stumbling tongue of the daz- 
zled family, are triumphantly borne from 
county line to county line, to the envy and 
dismay of all less fortunate folk who may 
have had merely typhoid fever, instead of 
inimitable ecclesiastical hypertrophic pre- 
cipitated enteritis. 

Once it was the custom—shall I say the 
policy ?—of some specialists in mental dis- 
eases to overwhelm the general practi- 
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tioner who referred him a case of so called 
“insanity” with an onslaught of verbal 
monstrosities in lieu of a diagnosis, a ver- 
itable barrage of logomachical frightful- 
ness! It would never do to state simply 
that such a case seemed to be one of brain 
syphilis; instead the general practitioner 
must be impressed by the fact that this 
case represents a spirochztal ependymo- 
encephalitis with psychiatric symptoms of 
phychic inversion and a curious admixture 
of pseudo-daemmerzustaende. (More fre- 
quently these wordy characterizations were 
less minutely accurate.) Incidentally, of 
course, it should not be forgotten that the 
delivery of a few high sounding (however 
meaningless) words in characterization of 
a disease of the mind leaves its deep im- 
press upon the mind (and pocketbook) of 
the patient’s relatives. Neither they nor 
their family physician are any wiser if 
the conglomeration of the words which 
the supposed mental specialist dispenses 
as a diagnosis be utterly meaningless. 

Such, I say, was once a custom among 
certain specialists in mental diseases, and 
I will say it still exists as a custom among 
some mental specialists and as well some 
who lay no (just) claim to be specialists 
at all. 

Mental disease remains mysterious, and 
hazy, and little known about, and for these 
very reasons lends itself to the form of 
charlatanry just described. But after all 
it is partly the practitioner’s own fault 
that he is attacked by the nonsensical 
phrases and names of the pseudo-psychia- 
trist. Diseases of the mind are quite as 
capable as diseases of the body of being 
put into well defined groups with appro- 
priate names (diagnoses), courses, treat- 
ment, and prognoses. Nor are these groups 
difficult of mastery. As a matter of fact 
most medical men are already familiar 
with them in a general way, and save for 
a few difficult points of differential diag- 
nosis, most general practitioners could just 
as well make fairly accurate and scientific 
diagnoses of the type of mental disease 
encountered as te refrain, in an anxious 
despair, until completely overwhelmed by 
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the impressing verbiage of a pseudo-psy- 
chiatrist. 

I emphasize the “pseudo-psychiatrist” 
because I do not believe that modern psy- 
chiatry countenances that sort of thing. 
It is the aim of those of us who are de- 
sirous of seeing psychiatry reach the place 
in medical life that we think it deserves, 
to disseminate knowledge of mental dis- 
ease among the medical and lay public, 
rather than to withhold it from them by 
making it more mysterious and more dis- 
maying. It is certainly not the spirit of 
Mental Hygiene to put the doctors more 
in the dark about these things, but to help 
them to be less so. 

There have been numerous classifica- 
tions of the various kinds of mental dis- 
ease from the modern viewpoint and all 
these classifications are very much alike. 
It is not essential that any one be chosen 
or designated as the premier, but for the 
purposes of practicability, of plain useful- 
ness to all, that of E. E. Southard of Bos- 
ton is by all means the one of greatest 
value. It groups all mental diseases into 
twelve great orders, a sufficiently sharp 
differentiation for all practical purposes. 
Unfortunately, as originally presented* 
this classification of Dr. Southard’s is 
couched in terms which are quite unfa- 
miliar to those not actively engaged in 
neurological and psychiatric work. Conse- 
quently I have been presumptious enough 
to assume the role of interpreter and pre- 
sent this list of possibilities to consider in 
diagnosing your mental cases in language 
of the Kansas physician, of which I am 
one. Speaking the Kansas language surely 
applies in the field of medicine as well as 
in daily life. 

First of all there is the great group of 
SYPHILIS OF THE NERVOUS SYSTEM, a sub- 
ject so broad that whole volumes of consid- 
erable size have been written about it and 
even about one species of it, General Pare- 
sis. It comprises many forms, but the one 
mentioned is perhaps the most familiar, 
although it is rivalled by tabes dorsalis 


*See Journal A. M. A., October 19, 1918. 
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(locomotor ataxia). Some writers believe 
that at least 10 per cent of all persons 
who acquire syphilis, knowingly or un- 
knowingly, eventually develop one of these 
diseases. The diagnosis can practically 
always be made with certainty, now, 
thanks to discoveries in the chemistry of 
the spinal fluid. Brain and spinal cord 
syphilis cases rarely have normal spinal 
fluids, and it should always be examined 
in suspected cases. This is important be- 
cause syphilis of the nervous system is 
treatable and if taken early enough is 
often curable! The first question for the 
doctor to ask himself in every nervous and 
mental case is, Is this possibly an early 
case of brain-syphilis? 
FEEBLEMINDEDNESS is the next group. 
There are thousands of feeble minded per- 
sons in Kansas (and in every other state) 
and every physician is familiar with one 
or more cases. Yet many do not realize 
that there are many types and forms of 
this trouble. A still more surprising thing 
is that most cases of feeble-mindedness are 
never recognized, and in fact often never 
suspected. For feeble-mindedness, like all 
other forms of mental disease (called in 
legal terminology “insane” when sent to 
institutions) is a matter of degree. There 
is a graduation of intellectual capacity 
right down from the genius to the idiot. 
Normal people occupy the middle zone. 
Below that zone is a zone of the just-a- 
little-bit-dull folks (children and adults). 
Below that zone is another one, often not 
recognized, the so-called morons. A moron 
is a high grade feeble minded subject, and 
they are very numerous. Many of the 
street girls of the cities are morons, and 
probably not less than one-fourth of all 
the prisoners in the penal institutions of 
the country are morons, or lower yet. For 
below the moron stage there are two 
others, imbeciles and idiots. Of these, too, 
there are numerous types and kinds, but 
these finer subdivisions could be dis- 
pensed with if the people could only be 
gotten to realize that there are many imbe- 
ciles in our public schools, of whom the 
teachers know full well, but whom the 
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physicians and the parents have often- 
times overlooked. No imbecile belongs in 
a public school! 

EPILEPSY is the third group. We mean 
by epilepsy the classical idiopathic form, 
and not the various and sundry imitations 
of it. There is a strong tendency for doc- 
tors and laymen to call any form of seiz- 
ure, convulsions, temporary unconscious- 
ness, etc., epilepsy, forgetting that by so 
doing one shuts out the diagnostic possi- 
bilities of brain syphilis, brain tumor, en- 
cephalitis, and a number of other diseases 
in which seizures or convulsions occur. 
And by shutting out diagnostic possibili- 
ties, one shuts out treatment and cura- 
bility possibilities. 

DRUG DISEASES, the addiction to mor- 
phine and the mental disturbances conse- 
quent upon excessive alcohol and other 
drugs, constitute the fourth group. For- 
tunately these are so comparatively rare 
in Kansas as to deserve little more than 
mention. This point should be emphasized, 
however, that because a man who drinks 
develops some form of mental trouble, is 
no proof or indication that he has an alco- 
holic brain disease. This fallacy is very 
common. 

GROSS BRAIN DISEASE is Group 5, and 
this includes all the interesting cases of 
intra-cranial trouble which neurologists 
study so minutely. Brain tumors come in 
this group, and apoplexies (infantile and 
adult), and infections such as the recent 
“sleeping sickness,” and_ skull-fractures 
and brain cysts, and many other similar 
lesions. The symptoms, as every one 
knows, may first be quite general, such as 
headache and vomiting (although both of 
these are frequently absent), but later 
there develop the specific neurological 
symptoms upon which an accurately local- 
ized diagnosis may be attempted. 

DELIRIUMS constitute Group 6. De- 
lirium is a name that has been applied to 
all sorts of mental disease, and it has come 
to be very vague in meaning, but if we 
apply it to just those mental disorders 
which accompany physical disorders of 
acute or prostrating sort, we will make 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY. 


ourselves fairly well understood. Every 
physician knows what the delirium of fever 
is. Of course the fever is not always pres- 
ent, but in its absence there are other 
signs of severe disease which the trained 
eye will not overlook. Thus even in some 
chronic diseases like pellagra and diabetes 
and pernicious anemia, there may develop 
symptoms which clearly belong to this 
group, and could be called deliriums. 

MENTAL DISEASES of old age make up 
the next order. We all know the common 
form of this as “senile dementia,” but it 
should not be forgotten that there are nu- 
merous other forms than the simple de- 
terioration type. Moreover there are many 
cases which are neither “senile” nor “de- 
mented.” Some forms of this type of 
trouble develop in persons as young as 
forty, or at least forty-five, and yet they 
belong in this group, because they are of 
that type. Another thing to keep in mind 
is that old people are not exempt from 
brain syphilis or brain tumor and various 
other forms of mental trouble, and it is 
not fair to any patient because he is ap- 
proaching his three score years and ten, 
and has developed mental symptoms, to 
say that he is “a simple case of senile de- 
mentia.” 

Group 8 is a hard group to name. The 
best name of all is a rather hard one, 
SCHIZOPHRENIA. It is still called various 
things in various places, but probably “de- 
mentia praecox” is commonest. Adoles- 
cent insanity, confusional insanity, chronic 
delirium, catatonia, hebephrenia, dementia 
simplex, etc., are some of the names it is 
called or has been called. In some ways 
chronic delirium might be as good as any. 
But the characteristic and typical symp- 
tom about this form of mental disease is 
queerness. And this is what schizophrenia 
means. Schizo means splitting, and phre- 
nia means mind. This quality of split- 
ting of the mind, queerness, silliness, 
strange conduct, wild beliefs and foolish 
ideas, voices and visions and unbelievable 
things, all are common in this group. It 
is one of the most difficult kinds of disease 
to handle, and yet it is extremely common. 
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At least 40 per cent of the patients in the 
state hospitals are of this sort. They re- 
main well of body but sick of mind. 

Group 9 is a group of mental diseases 
characterized by a single symptom, the 
symptom described as PARANOID (meaning 
originally “like paranoia,” one of the dis- 
tinct species of this group formerly sup- 
‘posed to constitute all of it). This means 
the condition so often seen in which 
a person conceives of the whole world or 
certain parts of it as contriving against 
him. People are plotting against his life, 
or his wife is deceiving him, or people are 
talking about him behind his back, or 
there is poison in his food, ete. This at- 
titude of mind of suspicion, or of convic- 
tion of hostility in the outside world, is 
called paranoid. The symptoms may ap- 
pear in almost any form of mental dis- 
ease, but in certain types it is the promi- 
nent and central symptom, and these are 
grouped together in this order. They in- 
clude the so called “paranoiacs,” as well 
as numerous other forms, and one of them 
a form which some authorities include with 
the preceding group because the patient’s 
reaction to his beliefs is so queer. The 
writer believes they should all be placed 
here together. 

Group 10 is the CIRCULAR PSYCHOSIS 
which is sometimes manifested as mania, 
and sometimes as melancholia, even in the 
same individual. It is a curious disease 
which is quite common, and which is a 
perversion of the emotional faculty, either 
up or down. Fortunately it is usually cur- 
able or recoverable. 

Group 11. This comprises all the Hys- 
TERIAS, neuroses, neurasthenias, psychoneu- 
roses, etc. They are exceedingly common, 
and every doctor has his dreaded hypo- 
‘chondriacs which belong to this group, as 
well as his neurasthenics, and the rest. 
The “shell-shock” cases in the war, of 
which we read so much, were in about 95 
per cent of cases instances of this group 
of mental disease. They are the abnormal 
psychological reactions to the unpleasant, 
conscious or unconscious, existent or non- 


existent. 
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The last group, Group 12, is composed 
of the miscellanies that are left over, the 
vague unclassifiable sorts, and also those 
abnormal mental states, born rather than 
made, which fall short of frank “insani- 
ties” in point of quantity rather than 
quality. 

This is all. We have now covered the 
possibilities for diagnosis of any and every 
case of mental disease that exists, in the 
present state of human (psychiatric) 
knowledge. To review this list in tabular 
form, we have considered: 

. Brain syphilis; 

. Feeble-mindedness ; 

. Epilepsy; 

Gross brain disease; 

Drug diseases; 

. Deliriums; 

. Mental disease of age; 

. Schizophrenia ; 

. Paranoid diseases; 

Circular psychosis (mania 
ancholia) ; 

11. Psycho-neuroses (hysteria, etc.) 

12. Miscellaneous (this group is really 
called the group of Psychopathy, 
but I hesitate to introduce this ad- 
ditional neologism after what I 
have said about psychiatrists and 
their big words!). 

There is a peculiar significance in the 
way in which the groups are arranged in 
this classification. They are placed in the 
order of diagnostic difficulty. This means 
that the first group is the most easily or 
most definitely diagnosed, the next one is 
somewhat less easily made sure of, and so 
on down the list, the last ones being the 
most difficult. The purpose of this was 
simply that in considering any particular 
case, one could simply begin at the top, 
with brain syphilis, and proceed down the 
list, excluding one group after another in 
succession until the correct group was 
reached, which would be quite impassable. 

Suppose a mental case is to be classi- 
fied or diagnosticated now, according to 
this scheme. Let us suppose it is a case 
of a woman who has lost her husband and 
is profoundly blue over this (and other 


and mel- 
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things). Despite the immediate impres- 
sion one might have of the diagnostic 
probability of melancholia, one should 
first try to exclude brain syphilis. Syph- 
ilis of the nervous system very frequently 
manifests itself by just this sort of de- 
pression, with just such a good cause as 
in this case, and can only be distinguished 
from other depressions by neurological 
signs and laboratory examinations. This 
means complete physical examination and 
analysis of the blood and spinal fluid. 
Supposing it excluded then, we consider 
feeble-mindedness. Of course the accurate 
way to determine the presence of mental 
defect or deficiency is the application of 
the Binet test. Most general practitioners 
do not have this available. It is largely 
a matter of accurate knowledge of the 
patient’s past history which guides them 
in a diagnosis, but that this may fail is 
demonstrated by a case who had con- 
sulted successively twenty-six other phy- 
sicians. Not one of these physicians ap- 
parently considered the possibility of 
feeble-mindedness, although some had 
thought her possessed of some mental dis- 
ease (i. e., “insane’). She was not insane 
and she was feeble-minded. She was sent 
to a state institution. 

Epilepsy would be considered next and 
could probably be ruled out by history. 
The drug diseases could usually be excluded 
by a careful inquiry among relatives. It 
should not be forgotten that depression 
may be a symptom of any sort of mental 
disease, including drug habit. 

Brain tumors and other gross brain dis- 
eases of the fifth group, sometimes show as 
a first symptom simple depression, such as 
in our hypothetical case. To make the 
diagnosis in these cases, expert examina- 
tion is really preferable. Sometimes the 
signs are quite obvious, as vomiting and 
headache with choking of the optic nerve 
papillae may indicate it clearly. These 
signs, however, are unfortunately not al- 
ways present in time to make the wy 
necessary early diagnosis. 

Delirium is the mental disease picture 
accompanying bodily disease elsewhere, 
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and bodily disease being excluded, this 
diagnosis could be excluded, in any case, 

Whether or not our patient was mani- 
festing a depression belonging to one of 
the various forms of mental disease asso- 
ciated with old age would depend of course 
in part upon the age of the patient. Fur- 
ther than this it might be difficult for the 
general medical man to differentiate since ~ 
these are among our most difficult prob- 
lems. 

Schizophrenia is of course the hardest 
style to cross. In general one may say 
that the depression that occurs in this dis- 
ease is a queer depression, just as the 
whole disease is queer and everything that 
occurs in it is queer. This is another one 
of the points final judgment upon which 
may have to be referred to the special 
worker. 

Next comes the group of mania and 
melancholia. As every one now knows, 
they are very closely related, despite their 
utter difference. It is here that one might 
think offhand to place the case we have 
been considering, but it is now apparent 
how many possibilities of error would thus 
have failed to have been considered or 
eliminated. 

There remain yet two groups, psycho- 
neurosis into which this case might well 
fit, as neurasthenia, neurosis, hysteria, 
psychogenic depression, etc., and psycho- 
pathy or the miscellaneous form of psy- 
chosis. Both of these groups should be 
considered before a final diagnosis is ar- 
rived at. 

Thus we have embraced the whole sphere 
of mental diseases, all within the compass 
of twelve names. Why give them names? 
Why decide upon the appropriate name 
for this or that specific case? 

First for the purpose of prognosis, 
which is what the relatives want, secondly 
for the purpose of treatment, which is 
what the patient wants. Both of these 
depend absolutely of course upon the diag- 
nosis. One may depend upon the other. 
For example, if we have made a diagnosis 
of brain syphilis, we can give a prognosis 
with treatment and a distinctly different 
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prognosis without treatment. The prog- 
nosis depends on the treatment. In some 
cases the treatment depends upon the 
prognosis. 

This, then, is the goal of my little ex- 
cursion into the reasons and existence of 
names of things, psychiatrically speaking. 
Mental diseases, like physical diseases, 
have names other than “insanity,” which 
is no name at all. Give them their names, 
for they are neither hard to learn nor hard 
te apply, and upon them depends prog- 
nosis, and treatment, and the moral satis- 
faction of competent but diffident doctors. 


Excerpts—By The Prodigal 
PATERNALISM 


The tendency of the age is toward pater- 
nalism. Paternalism is doing for the man 
what he should do for himself. It is the 
continuation of childhood care to the adult. 
“Paternalism is the principle or practice 
of a government” or governing body ‘“‘that 
undertakes to supply needs or regulate 
conduct of the governed in matters affect- 
ing them as individuals as well as in their 
relation to the state” or governing body 
“and to each other on the assumption that 
it can best determine and secure their 
highest welfare.” 

The bug is in the medical profession. 
The propaganda is seen cropping out in 
the advocacy of the wholesale treatment 
of the sick. The germ is in corporation 
practice and so long as it was and is re- 
stricted it serves a purpose and has a 
place. 

The principle has a grain of truth in 
it; but when carried too far or continued 
too long in practice tends to destroy the 
purpose it serves. This was illustrated in 
the Hun. As a paternalistic machine en 
masse, he was almost irresistable. But 
when left to himself, individually, with- 
out somebody to tell him what to do, the 
machine failed and was junked. 

In other words paternalism destroyed 
the initiative of the individual units and 
when separated or the connection was 
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broken failed to function effectively and 
was Yorked. This is a weak point in 
paternalism. 

Communal housekeeping is another il- 
lustration of fatherly care elongated—and 
ennuied. A readjustment is on the way 
in the practice of medicine; and surgery 
has set the pace. But the change must be 


‘made in such a way that the individuality 


of the general practitioner is preserved. 
He must remain the prominent factor in 
the profession. He must not be swallowed 
up and overshadowed by each and every 
specialism nor lost in mass formation. He 
must be where he can stand up and be 
counted. In this way his personality is 
preserved. He is put on his mettle. When 
left to himself he will not be helpless. He 
can be identified, he is stimulated to ac- 
tion because of a personal responsibility. 
Failure and success are both stimuli to 
work, study, investigation and progress. 

It is well to have a general supervisional 
body, but each physician must work out 
his own salvation in his own way. He 
must be protected in his patients in so far 
as he is able and capable of building up a 
practice and holding it. He must not be 
interfered with by paternalism or special- 
ism. 

The community hospital is one way of 
protection. It need not be elaborate, but. 
it would be a better place for the sick and 
« cleaner one than the average home. The 
expense would be but little if any more. 
The care would be more satisfactory, each 
doctor could follow his case, be responsible 
for it and get credit or censure as he 
might deserve. He would not get lost in 
the shuffle of mass formation and special- 
ism—or paternalism. It would stimulate 
him to study and to investigate for him- 
self. “As iron sharpeneth iron so doth 
the countenance of a man’s friends.” The 
association of the community physicians 
would broaden the vision of each one and 
the intimate acquaintance, each with the 
other, would enable them to do team work 
to the betterment of the community sick 
and to their own uplift. 
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READING AND STUDY 

The average man reads—but few men 
study. By reading and study men become 
literary. They become acquainted with 
letters and have book knowledge. He is 
not illiterate who can read and write. He 
may be a literator, a smatterer. A man 
may be a great reader and gain but little 
knowledge. Better a little reading and 
much study than much reading and little 
study. Few men are great readers and 
students. This is a trying age in litera- 
ture. It is trying because there is so much 
of it. It takes a wise head to know what 
to read and study. The inexperienced stu- 
dent is placed in a dilemma. The litera- 
ture is so abundant and so contradictory 
that he gets bewildered; loses his head; 
becomes a scanner and is superficial. He 
can stick no peg in the wall of memory 
to hang a thought on. In the professional 
fight he has but little to tie to and sails 
around in the atmosphere. 

This is the fault of the age. It is an 
age of newspapers, magazines, periodicals 
and books; professional, non-professional 
and nondescript. They bewilder and con- 
fuse. Things get jumbled up in the mind. 
One is liable to become a literary illiterate. 

It is easy to point out defects in an edu- 
cational system. The world goes to ex- 
tremes. If it did not there would be no 
mean. Hence it is not an unmitigated evil 
that it is so. It is the way of evolution, of 
progress. It takes work and wisdom to 
select what can be used out of the mass 
of material. The author and editor can 
minimize the labor of the student by elim- 
ination. Long drawn out epistles of ex- 
periments ending with probabilities and 
uncertainties should be severely limited in 
their publication for the general profes- 
sional student and physician. Such re- 
ports are metaphysical, “that fertile field 
of delusion propagated by language.” If 
what is known facts only were published, 
there would be a dearth of reading mat- 
ter, but study and reflection would have 
time to get in their perfect work. 

Comparing experiments and mapping 
out the course of procedure with results 
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should be encouraged. But so long as 
there is uncertainty and probability only 
it would be economy of gray matter to 
abridge. But few men have ability to 
experiment and investigate with practical 
discernment. An investigator has an un- 
biased mind. He does not believe that a 
thing is true as a rule, but is a doubter. 


-In other words it takes positive evidence 


to prove or disprove a proposition. The 
test of a physician’s professional ability is 
in-making a diagnosis by exclusion—by 
what the disease is not. 

Conclusion.—Let the investigators, ex- 
perimenters, statisticians and reporters 
suppress metaphysics. Wait until they can 
give facts, the only things that count. 


LET THEM NAME You 


A recent graduate in medicine must not 
get chesty. He must disabuse his mind 
of the nebulous idea that a physician lives 
outside the normal human life; outside the 
life of the laity. He should remember 
that he is one of them, only more accen- 
tuated. That he knows physical and men- 
tal ills and the source from which they 
come and some of their causes. He must 
not assume the air of “Now, God, I’m 
here”—of the psuedo-cult. Although a 
full fledged M.D. and entitled to the name 
and honor, he must be patient and dis- 
creet. By so doing he will get along bet- 
ter than Alex Blank who came home a 
fresh M.D. When his old neighbors be- 
gan to “Alex” him as usual, he said to 
them: “I want it to be distinctly under- 
stood that from now on I must be ad- 
dressed as Dr. Blank.” And poor Alex 
is wondering why he failed in practice in 
that community and had to move on. The 
young graduate cannot know from experi- 
ence that, when old friends and associates 
who employ him continue to call him 
Lewie, Ed or John, it is a mark of the 
highest esteem and of true and genuine 
friendship. The name is considered big- 
ger than the title. 


JOB WoRK 
Job work in medicine does not get the 
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best results. This is illustrated in gov- 
ernment work. The work is done neither 
as well nor as economically as in private 
practice or business. The weak link in 
the chain of job-practice is the lack of 
personal responsibility. 

The job work in an institutional or a 
corporation medical work shop, if cheaper 
than in a private one, is done at the ex- 
pense of material. This waste and de- 
struction of material makes it more costly 
to the party furnishing it. In a corpora- 
tion where thousands of men are em- 
ployed, the institutional medical work shop 
appears to be the only way out. At any 
rate it continues and no other adjustment 
is in sight. A readjustment appears to 
be on the way requiring corporation phy- 
sicians and surgeons to confine their prac- 
tice to corporation work. This can be 
done in the large centers or where there 
are corporation hospitals. It would work 
a hardship to the sick or injured employed 
outside of the places mentioned. 

The cost to the corporation would be 
no more, for the employe foots the bill. 
But it seems that there is no good thing 
that is all good. A corporation has no 
soul, and a doctor, who is supposed to 
have one, will become corporationized. 
Like begets like. And the doctor confined 
to corporation routine practice loses touch 
with the outside world and the human kin- 
ship and sympathy that spurs the private 
practitioner on and makes life more worth 
while to him. The corporation doctor 
with a fixed salary has a financial advan- 
tage over the outside doctor who depends 
upon his private practice. And there is 
a tendency to slight the job work if the 
private or outside work pushes the cor- 
poration doctor. Our talk so far has got- 
ten us in the fix the cooper was in who 
had his son get in the barrel to hold the 
head up while he put the top hoop on and 
headed the boy up in the barrel. 

However, it is with the hope of fanning 
the flame of progress and betterment into 
present methods of dealing with the cor- 
poration sick and by doing so help to re- 
‘ move the wall of partition between the 
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private practitioner and corporation doc- 
tor and to equalize the advantages, thus 
removing all friction, and to see “how 
good and how pleasant a thing it is for 
brethren to dwell together in unity.” 


WASTE 

The meat packer’s profits are made from 
what he used to throw away. The med- 
ical profession is slow in learning the les- 
sons the packer has learned and used to 
his enrichment. There is too big a minor- 
ity of patients treated outside the regu- 
lar profession. This is a waste or loss to 
the profession. It is carelessness or a lack 
of appreciation by the physician of the 
importance and value of this waste product 
to him. He not only sustains a loss, but 
he limits his field of usefulness by a loss 
of clientele. If this is not true, why do 
so many patients go to the uneducated 
healers? : 

An educated physician knows man as 
he is. He knows him physically, mentally 
and morally. He is prepared to treat him 
as a trinity. He should do so. By so 
doing he protects himself and the profes- 
sion and adds to his own well being. He 
protects the patient and does away with 
sham and hypocrisy. The physician is 
prepared to treat the patient suggestively 
—Christian Science—when suggestion 
alone is indicated. He is prepared to find 
the bumps, knots and spinous processes 
along the backbone. To find the sore 
places or tender spots and rub them, knead 
them and yank the neck and stretch the 
spinal column and make it crepitate; pound 
him over the origin of the solar plexus 
two dollars’ worth, and the patient will 
feel better than if you give him a dose of 
salts. Give him a half to a dozen treat- 
ments and you will cure one-half of your 
old lame back neurotic patients. 

This talk may amuse you or disgust you, 
but if you will go with me some day to 
the chiropractic school in this city where 
from forty to fifty patients are treated 
every day and see the good results of such 
manipulation, you will think better of the 
by-product and begin to use it yourself. 
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In osteopathy the physician is the man 
prepared to do the work. And so on down 
the line of so-called specialties. The phy- 
sician has the advantage in diagnosis and 
would not massage, osteopathyze or chiro- 
pract a purulent appendix, an aneurysm or 
a necrosed spine. There is a world of 
work for the general practitioner if he 
will conserve it and do it aside from the 
recognized scientific specialties. It will 
also broaden the field of medicine for the 
general practitioner. He will be relieved 
from the fear that legitimate specialism 
will circumscribe his practice to the navel. 

When The Prodigal began the practice 
of medicine he prescribed one-tenth of a 
grain of calomel for a dose. The profes- 
sion called him a Homeopath. Such sized 
doses were considered infinitesimal. They 
all prescribe them now. He met the 
Homeopath, the Eclectic or the midwife at 
the bedside, said what was said before the 
patient and family, trusting to the largest 
pole knocking the persimmon. He was 
never vanquished. There was nothing in 
those day in athies and ectics to vanquish. 

The chiropractor, osteopath and many 
other technical special pseudonyms are get- 
ting the milk out of the cocoanut and the 
educated physician gets the shell. Whose 
fault is it? Get busy. Study human na- 
ture. Meet the wants of humankind. 
Treat them as you find them and not as 
you would have them to be. Gold is where 
you find it. If you have a patient, keep 
him. Meet his requirements. If he is 
visionary, imaginative, flighty, hysterical, 
off mentally, physically or morally, try and 
measure up to the occasion and don’t lose 
him from lack of ability on your part. 


TINY 


The older physicians, now living, were 
taught that an atom was indivisible. The 
physician of today is taught that the atom 
of each element represents a stable ar- 
rangement of a number of electrons. That 
an electron is one of those particles, hav- 
ing about one-thousandth the mass of a 
hydrogen atom. True probably, but get- 
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ting filmy for etching on memory’s tablet 
of the senile. 


FADS 

Man is a faddist. A faddist is an ec- 
centric. An eccentric is out of center— 
an irregular person, an oddity. Some per- 
sons are more so than others. But none 
are exempt. There are physiologic and 
psychologic faddists. In the running they 
are neck and neck. Both are probably 
harmless. They come out of the same 
hole they went in. 

Fletcherism is a harmless fad. The 
physical force or energy required to pul- 
verize the food into atoms equalizes in 
loss the benefit resulting in its digesti- 
bility. Hence don’t overwork the masse- 
ters, unless the mind needs it. The chew- 
ing gum habit is an illustration of the 
psychologic help or therapeutic benefit. It 
is a question, then, in its use, of dollars 
versus sense. 


| 
Cinchophen: Formerly Atopha 
The Chemical Foundation, Inc., which 
has purchased some 4,500 German-owned 
patents, many of them for synthetic drugs, 
proposes to continue the wise policy of the 
Federal Trade Commission by requiring 
that those who receive licenses for the use 
of patents for synthetic drugs must use a 
common designation for each drug selected 
by the foundation. Cinchophen has been 
selected as the designation for the sub- 
stance introduced as atophan (also de- 
scribed in the U. S. Pharmacopoeia under 
“Phenylcinchoninic acid”). In considera- 
tion of this action on the part of the 
Chemical Foundation and also because phy- 
sicians found it difficult to use the pharma- 
copoeial name, phenyleinchoninic acid, the 
Council on Pharmacy and Chemistry has 
recognized the contracted term, cincho- 
phen, as the name for the drug introduced 
as atophan. (Jour. A.M.A., August 9, 
1919, p. 427.) 


Milk should be eaten (sipped) by the 
sick, chemical faddists to the contrary not- 
withstanding. 
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Blood Pressure Interpretations 

Although we have comparatively little 
definite knowledge of the factors concerned 
in the variations of blood-pressure, the as- 
surance with which most authors interpret 
the blood-pressure findings in a particular 
case or a paticular disease is rather sur- 
prising. Not more surprising, however, 
than the very radical differences in those 
interpretations as made by _ different 
authors—sometimes by the same author. 

It is perhaps true that the observations 
of many clinicians over a considerable 
period of years have reduced to a prac- 
tical basis many theories regarding blood- 
pressure, but how much of that which is 
now accepted rests upon a real scientific 
foundation is open to question. The un- 
certainties in the matter of blood-pressure 
are well put by Faught (Blood Pressure, 
2d Ed.): “When viewed from the stand- 
point of the human organism, involving 
as it does many complex and interrelated 
mechanisms which are in turn affected 
both by internal and external conditions, 
it is evident that so many factors must 
enter into this consideration that we are 
forced to the conclusion that the study is 
a complicated one, which can only be un- 
derstood by a most careful consideration 
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of the sum of many internal and external 
influences affecting the cardio vascular 
system and the kidneys.” 

As a basis for interpreting blood pres- 
sure findings two general principles are 
accepted. The systolic or maximal pres- 
sure indicates the maximal force exerted 
by the cardiac systole and is approximately 
a measure of the intracardiac pressure. 
The diastolic or minimal pressure, on the 
other hand, is the measure of peripheral 
resistance. 

Pulse pressure is a term used to desig- 
nate the variations in blood pressure dur- 
ing a cardiac cycle, or the difference be- 
tween diastolic and systolic pressures. The 
significance of the pulse pressure, except 
as it expresses the difference between the 
maximal and minimal prssures, is a mat- 
ter of speculation, although it has appar- 
ently come to be of more importance in 
blood-pressure findings than the diastolic 
or systolic. Its introduction as a distinct 
and definite part of the blood-pressure 
phenomena is, to say the least, unfor- 
tunate. 

The relation between diastolic and sys- 
tolic pressures is admitted to be of the 
greatest importance and if the term “pulse 
pressure” is used simply as an index of 
this relation, very good, but attempts to 
attach to it any other significance leads to 
confusion. 


We are told that in general blood-pres- 
sure depression a small pulse pressure 
means a greatly affected heart—that is, 
when both diastolic and systolic pressures 
are low, but the systolic lower in propor- 
tion than the diastolic, the heart is prob- 
ably seriously disabled. We are told that 
a low systolic pressure and a large pulse 
pressure means loss of vasomotor tone and 
heart weakness—that is, when both dias- 
tolic and systolic pressures are low, but 
the diastolic lower in proportion than the 
systolic, there is both cardiac weakness 
and loss of vasomotor tone. But we are 
also told that in decompensated myocardial 
cases the pulse pressure becomes large, 
approaching, sometimes exceeding, the 
diastolic, and indicates great danger of 
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myocardial failure. But since it is not 
stated whether the pulse pressure is en- 
larged at the expense of the diastolic or 
by the increase of the systolic pressure, 
the observation is valueless. 

Again, we are told by one of the best 
authorities on blood pressure that in heart 
affections a rapid and persistent reduction 
in systolic pressure shows that the heart 
is beginning to fail, and that a diminish- 
ing pulse pressure also indicates cardiac 
failure. This is plain enough, for, if the 
systolic blood-pressure is a measure of the 
force of the cardiac systole, any marked 
reduction in systolic pressure would evi- 
dence a weakened heart muscle; and when 
systolic pressure is reduced without a 
corresponding reduction in diastolic pres- 
sure the pulse pressure is also reduced, for 
the pulse pressure is always the differ- 
ence between diastolic and systolic pres- 
sures, and never anything else. 

The so-called pulse pressure may ap- 
proach or exceed the diastolic pressure 
when the systolic pressure is increased or 
the diastolic pressure reduced. If we have 
a diastolic pressure of 80 and a systolic 
pressure of 160, the pulse pressure will 
equal the diastolic, but one would hesi- 
tate in saying that a heart capable of 
producing a systolic pressure of 160 m.m. 
is in a condition of muscular failure. If 
we have a systolic pressure of 135 and a 
diastolic pressure of 65, the pulse pressure 
exceeds the diastolic, but the evidence is 
rather of loss of vasomotor tone than of 
eardiac failure. If we have a_ systolic 
pressure of 100 and a diastolic pressure 
of 50, the pulse pressure equals the dias- 
tolic, and the low systolic pressure indi- 
cates cardiac enfeeblement while the low 
diastolic pressure indicates a loss of vaso- 
motor tone, or of some other factor con- 
cerned in maintaining peripheral resist- 
ance. 

Unless the basic principles for the in- 
terpretation of blood-pressure findings— 
7.@., diastolic pressure is a measure of 
peripheral resistance and systolic pres- 
sure is a measure of cardiac force—unless 
these principles be changed or modified, 
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one is safe in the conclusion that the so- 
called pulse pressure has no significance 
except when considered in connection with 
the systolic and diastolic pressures and 
that any observations upon pulse pressure 
alone are valueless. 

No careful clinician attempts to esti- 
mate the relation between blood-pressures 
with mathematical precision, but it is gen- 
erally conceded that approximately the 
diastolic pressure is to the systolic as two 
is to three, in which ratio the pulse pres- 
sure would naturally be one. Consider- 
able variation in these ratios is not in- 
consistent with normal conditions, but 
some of us are inclined to juggle the fig- 
ures sometimes in order to make our ob- 
servations harmonize with. the standard 
of ratios. In a paper recently published 
in one of the current journals the author 
says: “The average pulse pressure in 
some 300 patients examined is about 35 
m.m. of mercury and the average systolic 
pressure of the gynecologic case is about 
130. This gives us a relation of a little 
more than one to three, as an index of the 
cardiac force. Suppose, however, the pres- 
sure readings were 140 over 80, this would 
give a pulse pressure of 60, or 60 into 140, 
which is but 24.” Since the average blood- 
pressure of the 300 cases is used to estab- 
lish the ratio we presume they were re- 
garded as normal, in so far as the blood- 
pressure was concerned at least. Now if 
the ratio between the average pressures 
in his 300 supposedly normal cases is fig- 
ured in the same way, 35 into 130, the 
result is 3%. In the hypothetical patho- 
logic case mentioned the systolic is 24 
times the pulse pressure, while the average 
systolic pressure in his 300 supposedly 
normal cases is 3% times the average pulse 
pressure. In other words the pulse pres- 
sure and systolic pressure in his patho- 
logic case are nearer the standard ratio 
of 1 to 3 by %: than are the average pulse 
pressure and systolic pressure of his nor- 
mal cases. 

Another mathematical inaccuracy of this 
sort occurs in one of our standard text 
books on blood pressure. In establishing 
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the ratio of pulse pressure to diastolic 
pressure as one to two, reference is made 
to the clinical observation of “sixty-one 
normal persons whose average pressures 
were systolic 123, diastolic 80, pulse pres- 
sure 40.” Since the only method for com- 
puting pulse pressure is by subtracting 
the diastolic from the systolic pressure, 
the true pulse pressure in these cases 
would be 43 instead of 40, an error of 74 
per cent. An insignificant matter when 
computing the pressures of a single case, 
but in computing the average in sixty-one 
cases it is a matter of some moment. For, 
it will be observed, in a group of 300 cases 
the pulse pressure was to the systolic 
pressure as 1 to 3.71, while in a group of 
61 cases the ratio between pulse pressure 
and systolic pressure is 1 to 2.86, and the 
ratio between pulse pressure and diastolic 
pressure is 1 to 1.86. It will be observed 
that these observations were cited to es- 
tablish the normal ratio between pulse 
pressure and systolic pressure as one to 
three, and the ratio of pulse pressure to 
diastolic pressure as one to two. 

Among the many suggestions as to the 
significance of the pulse pressure may be 
noted the claim that it indicates the car- 
dias load and overload—just what that 
means is a little indefinite but apparently 
it is intended to convey the idea that the 
work which the heart has to do may be 
estimated by the pulse pressure. The load, 
for instance, being the amount of energy 
expended by the heart to maintain the cir- 
culation in excess of that required to opea 
the aortic valve, which in the normal con- 
dition is 50 per cent of the diastolic pres- 
sure. On this basis the author figures 
that when the pulse pressure equals the 
diastolic pressure there is a cardiac cad 
of 50 per cent and an overload of 50 per 
cent. The inference is that when the 
peripheral resistance is low the heart must 
expend more energy than when the peri- 
pheral resistance is high, a conception 
which is hardly tenable. If the systolic 


pressure is a measure of the force of the 
heart there is no more effort expended 
when the diastolic pressure is 80 and the 
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systolic pressure 140 than when the dias- 
tolic pressure is 100 and the systolic 140. 
If there is an increase in the cardiac load 
it should be in the latter case. 

It is well to bear in mind that what we 
choose to term diastolic pressure is lat- 
eral pressure and that systolic pressure is 
end pressure or the force exerted by the 
cardiac systole and transmitted through 
the artery to the obstructing cuff of the 
sphygmomanometer. The one represents 
arterial pressure and the other cardiac 
force and, by the aucultatory method, now 
most generally used, both are estimated 
during systole. 


Hypoendocrinism 

Since the experiments of Horsley and 
Murray in the therapeutic use of thyroid 
extracts in the treatment of myxedema 
the subject of endocrinology has been of 
steadily increasing interest. Efforts to de- 
termine the physiologic action of the in- 
ternal secretions and their relations to each 
other have helped to clear up some condi- 
tions that were not understood. Experi- 
mental therapeutics has also done some- 
thing along this line. 

The gross physical changes resulting 
from early castration in human beings and 
animals are said by Novak to be due to the 
removal of the inhibitory influence of the 
testis or ovary, allowing for an overde- 
velopment of the hypophysis. It seems 
probable that the effects of castration 
after maturity have been greatly exag- 
gerated and those which occur with any 
degree of constancy are more likely due to 
a disturbance of the balance in endocrine 
function than to a loss of any direct in- 
fluence of the .testis or ovary. It is 
probably true that there are many con- 
ditions occurring in females at the meno- 
pause, not otherwise accounted for, that 
may have their origin in some disturbance 
in the endocrine balance. The grosser 
lesions of hypothyroidism are readily rec- 
ognized, but there are many conditions in 
which no definite relation to deficiency in 
thyroid secretion is manifest, that are 
greatly benefitted by the administration of 
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gland extracts, if we are to accept as evi- 
dence some of the clinical results reported. 
In an article by Bate, which appeared in 
American Medicine last November, the 
author reports a series of cases that might 
belong to the class we have referred to, 
but to the ordinary practitioner he may 
appear a little over-enthusiastic in the fol- 
lowing: “Almost miraculous results follow 
the use of thyroid in genuine hypothyroid 
headaches, joint pains, ‘growing pains’ and 
adult stiffness and _ soreness, retarded 
growth, dullness, constipation, subnormal 
temperature, coldness, acidosis from de- 
ficient oxidation, diurnal drowsiness, noc- 
turnal insomnia, brittle nails, ununited 
fractures, loss of hair, especially outer 
third of eyebrows and nape of neck, low- 
ered resistance, acne, psoriasis, eczema 
and herpes, neurasthenia and melancholis; 
disturbed menstrual condition, nocturnal 
enuresis, enlarged tonsils, adenoids, soft 
bones, tumors, and many other conditions 
due to hypoendocrinism.” 

If there are physical defects and func- 
tional disorders that are directly due to 
deficient secretion of one or more of the 
glands of internal secretation and other 
physical defects and functional disorders 
that are due to an imbalance in the physio- 
logic action of those secretions, a consid- 
erable field for the application of gland 
therapy must be admitted to exist, a ther- 
apy, however, which must be largely ex- 
perimental. For, until we understand 
more fully the chemical correlation of the 
organs and the interrelation of the glands 
of internal secretion, we may not scruti- 
nize too closely the diagnosis of endocrine 
pathology. Nor may we be justified in 
using gland extracts indiscriminately. We 
have no definite clinical picture of the re- 
sults of a disturbed endocrine balance or 
of hypofunction of the glands of internal 
secretation, in minor degree, but this does 
not justify the routine administration of 
glandular or pluriglandular extracts in 
cases of doubtful diagnosis, or in those 
that do not readily respond to other forms 
of treatment. 


Salvage 

It may be that the generally unsettled 
state of the industrial world has enlarged 
our views of the value of man-power, but 
whatever the influences that have brought 
it about, the salvage of the wrecks of 
humanity—not only the social derelicts, 
but also the physically disabled—is grow- 
ing in popularity and in practicability. 

Newer methods are supplementing or re- 
placing older ones. More efficient and 
more adaptable mechanical devises have 
been invented. Special facilities and spe- 
cial courses of instruction are being of- 
fered for the re-education of those who 
have been handicapped by disease or in- 
jury. More effort is being concentrated 
upon the practical education of the blind 
and upon the means for rendering them 
independent and_ self-supporting. The 
limbless are being re-educated for occupa- 
tions in which the limb is not required or 
in which a mechanical appliance may be 
utilized in place of the missing member. 
In the ataxias of tabes, co-ordination is 
being restored by proper methods of 
muscle training so that the usefulness of 
many of these unfortunates is greatly pro- 
longed. The damaging results of poliomy- 
elitis are greatly mitigated by modern 
methods of treatment and training. 


We have been living in an age of pre- 
vention. We are entering upon an age of 
salvage, of restoration, of rehabilitation. 
The great war taught us that too large a 
per cent of our male population, of mili- 
tary age, is practically or completely in- 
capacitated, and that this incapacity is 
largely due to preventable disease. The 
great pandemic has taught us that our 
means for prevention are inadequate and 
uncertain, so that more stringent quaran- 
tine regulations, more thorough surveys of 
afflicted communities are to be expected. 
But in addition to this there is a wide- 
spread and growing interest in the restora- 
tion of those who have already suffered, 
culminating we may hope in some organ- 
ized system by which life’s handicap may 
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be removed from those who have suffered - 


from the inefficiency, the carelessness, or 
the stupidity of others. 


In Kansas we are spending millions for 
education. We believe in it. We provide 
highly trained specialists in language, in 
mathematics, in science, and in art. We 
spare no expense in training the minds of 
our children so that they may be mentally 
equipped for any of the duties of citizen- 
ship the future may demand of them. 

But yonder is a youth in whom there 
may be the mental qualifications for a 
great general, the imaginative and analy- 
tical mind of a constructive genius, or the 
curiosity and the courage of a great ex- 
plorer; and he can do nothing with all the 
mental attainments our much lauded edu- 
cational system has given him because of 
his pancake chest, canary muscles and 
spider legs. Here is a girl who has been 
carefully trained in language and litera- 
ture and art. She is a fluent linguist and 
a finished pianist, but what a prospect for 
a wife and mother, with that contracted 
pelvis, that hollow chest and those rounded 
shoulders. 

We are spending millions for mental 
training and a few thousands for very 
inefficient and very indifferent physical 
training. The physical training most com- 
monly found in our schools and colleges is 
unadapted to the needs of those whose re- 
quirements are most urgent. In fact, 
those who really need it are barred from 
participating in the exercises prescribed. 
They are physically incapacitated for that 
kind of exercise. 

Every school should have a course in 
developmental and reconstructive physical 
training with a sufficient number of ex- 
pert instructors to provide for the needs 
of every pupil. The world needs men and 
women with brains, but it also needs men 
and women with both brain and brawn. 

It was found that a very large per cent 
of our young men were unfit for military 
service because of conditions resulting 
from preventable diseases. Many of these 


conditions could have been remedied and 
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many others could have been minimized 
by the proper physical training at the 
proper time. 


R 
Some of the Rules of the Board of 
Registration and Examination 

We have so many requests for informa- 
tion in regard to the regulations of the 
Board of Examiners that we have asked 
its secretary for a statement of the essen- 
tial matters relating to examination for 
license to practice in Kansas, and the reg- 
ulations governing reciprocity with other 
states. The following important rulings 
have been selected from the literature re- 
ceived: 

1. Applicants who desire to practice 
medicine and surgery in the State of Kan- 
sas must file their applications with the 
secretary of the board at least ten days 
prior to the day set for the examination 
which the applicant desires to enter. For 
examination, nothing but “A” and “B” 
class schools are recognized. 

2. The applicant must, in every case, 
present his or her diploma to the board 
during the examination. 

3. Both sides of the application blank 
must be properly filled or it will not be 
accepted. 

4. Each applicant must attach to his 
application an unmounted photograph, 3x4 
inches, with certificate of the photographer 
on the back thereof, setting forth that it 
is a true picture of the applicant, taken 
within sixty days of the date of the appli- 
cation. A photograph larger than 3x4 
inches will positively not be accepted. 

5. The minimum preliminary educational 
requirement is a four-year high school 
course, and, in addition, one year in a col- 
lege of liberal arts, after January, 1914. 
Class “A” and “B” colleges only are rec- 
ognized. 

6. The regular meetings of the Board 
are held on the second Tuesday in Febru- 
ary and October and the third Tuesday in 
June of each year, at Topeka, from 9 to 
12 a.m., and 1 to 5:30 p.m., and will con- 
tinue three days. 

7. Candidates detected in attempting to 
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give or obtain aid will be instantly dis- 

missed from the room, and his or her 

papers for the entire examination canceled. 
RECIPROCITY. 

8. Kansas reciprocates on a basis of ex- 
amination only and not on diploma. Ap- 
plicants for reciprocal registration, from 
states holding such relations with Kansas, 
shall make their applications on the in- 
dorsement blanks furnished by this hoard, 
and the several requirements therein [ul- 
filled. A verbatim copy of the applicant’s 
license must be made on the Kansas in- 
dorsement blank, under No. 7 on page 2, 
and the grades must appear on the same 
page after each subject and certified to 
by the secretary of the state medical board 
from which it is issued, and upon receipt 
of the application with all parts of the 
indorsement blank filled out, together with 
the reciprocal fee, which is the same as 
that of the state from which the applicant 
comes requires of Kansas licentiates for 
reciprocal registration in the applicant’s 
state, a certificate to practice medicine and 
surgery in the State of Kansas will be is- 
sued by the Board, unless the application 
should be rejected for cause. Kansas does 
not issue a license on diploma, or on 2 cer- 
tificate issued by any other state on diplo- 
ma. It must be shown that a written ex- 
amination has been passed by the appli- 
cant before a license will be issued by 
reciprocity. The secretary in his discre- 
tion may permit the applicant to practice 
until the next meeting of the board, after 
the application is filed with the fee. 

BASIS FOR RECIPROCAL MEDICAL 
REGISTRATION 

A certificate of registration showing 
that an examination has been made by the 
proper board of any state, on which an 
average of not less than seventy-five per 
cent was awarded, the holder thereof hav- 
ing been, at the time of said examination, 
the legal possessor of a diploma from a 
medical college of good standing in the 
state where reciprocal registration is 
sought, may be accepted in lieu of exam- 
ination, as evidence of qualification: Pro- 
vided, that in case the scope of the said 
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‘examination was less than prescribed by 


the state in which registration is sought, 
the applicant may be required to submit 
to a supplemental examination by the 
board thereof in such subjects as have not. 
been covered. 

The following states reciprocate with 
Kansas on a basis of examination only and 
the fees, viz: California, $50; Delaware, 
$50; District of Columbia, $25; Georgia, 
$50; Illinois, $50; Indiana, $50; Iowa, $50; 
Kentucky, $25; Louisiana, $25; Maine, 
$25; Maryland, $25; Michigan, $50; Min- 
nesota, $50; Mississippi, $50; Missouri, 
$25; Nebraska, $25; Nevada, $25; New 
Hampshire, $25; New Jersey, $50; New 
Mexico, $25; North Dakota, $25; Ohio, 
$50; Oklahoma, $25; Pennsylvania, $50; 
South Carolina, $25; Tennessee, $25; 
Texas, $50; Utah, $75; Vermont, $50; Vir- 
ginia, $25; West Virginia, $25; Wisconsin, 
$50; Wyoming, $25. 

Kansas Hospital Association 

The Kansas Hospital Association will 
meet at Hutchinson October 10, 1919. The 
following program has been arranged: 

The Superb Educational Facilities of the 
Small Hospital Training School, Dr. G. W. 
Jones, Lawrence. 

Hospitals, Religious, Municipal and Pri- 
vate, Dr. J. T. Axtell, Newton. 

How Large Should a Hospital Be to 
Conduct a Training School? Miss E. L. 
Kelleher, R.N., Hutchinson. 

Hospital Records, Dr. A. E. Hertzler, 
Halstead. 

Round Table Discussion. 

The Open or the Closed Staff. 

Meeting called at Commercial Club room 
at 9 a.m. 

Forenoon and afternoon session. 


Fraudulent “Cures” for Venereal 
Diseases Seized 
By order of the federal courts more than 
450 seizures have been made recently in 
different parts of the United States of so- 
called cures for venereal diseases. They 
were made on information furnished by 
officials of the United States Department 
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of Agriculture through its Bureau of 
Chemistry. A campaign to end the false 
labeling of such preparations is being con- 
ducted by the officials charged with en- 
forcing the Federal Food and Drugs Act. 

The goods seized include a great variety 
of compounds. Some of the labels bear 
the claim of the manufacturer that the 
contents are sure cures for venereal dis- 
eases. Some even contain statements that 
cures will be effected within definite peri- 
ods, varying from three days to a few 
weeks. In others indirect statements, sug- 
gestive names or deceptive devices are 
craftily used to make it appear that the 
use of the preparation will be followed by 
a cure of the disease. 

In all the seizure actions the Govern- 
ment alleged the preparations to be falsely 
and fraudulently labeled, because the in- 
gredients could not produce the results 
claimed on the labels. 

The officials state that such preparations 
are sold largely because of plausible but 
false claims regarding their curative ef- 
fect. Many sufferers with dangerous con- 
tagious venereal diseases are led to believe 
that cures will be effected by these prep- 
arations, and adequate treatment under 
competent medical supervision is neglected 
until permanent injury to health and even 
danger to life has resulted. Thus is cre- 
ated one of the greatest obstacles to the 
proper control and eradication by health 
officials of venereal diseases. In many in- 
stances had such sufferers secured compe- 
tent advice, early and complete cures might 
have been effected. 

Self-treatment with worthless concoc- 
tions causes not only continued suffering 
but sometimes permanent injury to the 
unfortunate victims and makes of them a 
menace to the public health because of the 
extreme danger of others contracting the 
disease from them. 

Action under the Federal Food and 
Drugs Act in reference to venereal-disease 
preparations coming under its jurisdiction 
and sold under proprietary names is lim- 
ited by the terms of the act largely to the 
prevention of false or fraudulent labeling. 
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The act does not prevent the sale of any 
mixture as medicine, however worthless it 
may be, if there is directly or indirectly 
no false or fraudulent labeling. The offi- 
cials in charge of the enforcement of the 
act are of the opinion, however, that by 
causing the elimination of false labeling, 
upon which the sale of such preparations 
largely depends, the evils and dangers re- 
sulting from their indiscriminate use can 
be greatly checked, and substantial aid 
rendered to public health officials. 
R 
Medical Society of the Missouri Valley 
at Des Moines 

The thirty-second annual meeting of this 
society will be held in Des Moines, Iowa, 
Thursday and Friday, September 18-19, 
under the presidency of Dr. Charles Wood 
Fassett 01 Kansas City. Arrangements are 
in the hands of the Polk County Medical 
Society, Drs. Charles Ryan (chairman), 
R. A. Weston, J. C. Rockefellow, and Fred 
Moore, committee. 

The scientific program will cover a wide 
range of subjects of interest to every mem- 
ber, no matter in what special field he is 
working. One-half day will be devoted to 
war subjects, shell shock, hemorrhage, am- 
putations, gas, and rehabilitation. All 
members who were in the service are in- 
vited to contribute to the symposium. 

Hotel Fort Des Moines will be headquar- 
ters and meeting place. The commercial 
exhibits will also be held here. Make your 
room reservations early. 

Program will be issued early in Septem- 
ber and will be limited to twenty papers. 

A “home-coming dinner” will be given 
in the evening of the first day at the Fort 
Des Moines Hotel, followed by addresses 
by men of national reputation. The pro- 
fession is cordially urged to attend this 
dinner. 


PRELIMINARY PROGRAM 
Lieut.-Col. Horace Evans, M.S., U.S.A., 
Chief Section of Physical Reconstruction, 
will address us on “Work being done in 
reconstruction hospitals.” Col. Evans is 
the special representative at this meeting 
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of Surgeon General Ireland of the U. S. 
Army. 

Dr. Frank Smithies, Chicago, “Am- 
nesia.” 

Dr. B. B. Grover, Colorado Springs, 
“Hyperpiesis.” 


Dr. E. C. Rosenow, Mayo Foundation, 
“Influenza.” 

Dr. Frank C. Norbury, Springfield, “The 
Mental Mechanism of War Neuroses.” 

Dr. John W. Shumann, Sioux City, Iowa, 
“Luetic Cerebrospinal Meningitis.” 

Dr. George H. Hoxie, Kansas City, “The 
Thyroid Response to Overstrain.” 

Dr. Clifford G. Grulee, Chicago, “The 
Clinical Picture of Pyelocystitis in In- 
fancy.” 

Dr. H. Winnett Orr, Lincoln, Neb., “The 
Treatment of Spinal Curvature.” 

Dr. A. F. Taylor, Omaha, Neb., “The 
Treatment of Uterine Hemorrhage by 
tadio-Therapy.” 

Among the many delightful features 
planned by the entertainment committee 
will be a luncheon at the Commerce Club, 
carriage drives and a tea for the ladies, 
and an automobile trip to Fort Des Moines 
on the afternoon of the second day. 

R 
Annual Meeting of Medical Association 
of the Southwest 

The fourteenth annual meeting of the 
Medical Association of the Southwest will 
be held at Oklahoma City the first week 
in October and it is confidently expected 
that this will be the greatest meeting the 
association has ever held. Plans for a 
reunion of all medical officers from these 
five states who have been called into ac- 
tive service are already well under way. 
This will be held on the Monday afternoon 
and evening before the opening session of 
the meeting which will be held Tuesday 
morning. Monday there will be a camp 
fire and smoker and many of the men who 
were over seas will be there to tell their 
experiences. This, so far as known at 
present, will be the first reunion of med- 
ical officers and the secretary of the asso- 
ciation, Dr. Fred H. Clark, El Reno, Okla., 
will consider it a great favor if all officers 
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who have been in service will send him 
their names so he can keep in touch with 
them regarding this meeting. The pro- 
gram will be issued soon and a copy will 
be sent to every officer sending his ad- 
dress to Dr. Clark. 

A cordial invitation is also extended to 
those who desire to present papers on the 
regular association program and they are 
requested to send their name and subject. 
to the secretary at once, as the number of 
papers on the program will be limited and 
those applying first will have the prefer- 
ence. 

Two full programs of interesting clinics 
will be arranged and all who were at the 
last meeting of the association in Okla- 
homa City will remember what a success 
the clinics were at that time and will not 
want to miss this. As far as can be an- 
nounced there will be clinics on internal 
medicine assisted by the use of the X-ray; 
clinics on skin and especially malignant 
growths; genito urinary with the admin- 
istration of 606, and of course full clinics 
on eye, ear, nose and throat and general 
surgery. The new state hospital will be 
done by that time, which will add very 
materially to the surgical opportunities. 

Don’t forget to send in your name if 
you are a former medical officer or if you 
wish to prepare a paper. 

F. H. CLARK, Secretary, 
El Reno, Oklahoma. 
Asthma 

G. Sluder, St. Louis (Journal A. M. A., 
Aug. 23, 1919), says that none of the ob- 
servations published seem to explain the 
mechanism of asthma. The question seems 
to present possibilities, if not of solution, 
at least of interesting speculation. His 
ideas came to him in the course of his 
observations on the “lower half” headache 
produced in sphenoidal and nasal ganglion 
regions. The explanation of the pain pro- 
duced from the nasal ganglion necessitates 
to his mind, the assumption of functions 
on the part of the sympathetic system 
which cannot be proved. It must be as- 
sumed, he thinks, to explain in man the 
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“lower half” headache, that the nervous 
system has the power of transmitting un- 
der pathologic conditions afferent pain 
impulses from the nasal ganglion to the 
neck and shoulder, the present ideas of 
anatomists and physiologists to the con- 
trary notwithstanding. He goes into the 
anatomy of the region to explain this, and 
says that one of the difficulties in explain- 
ing its physiology and pathology is that 
none of the observations have been made 
on man and that the experimental animals 
vary to a considerable extent. He refers 
to his personal experience in the removal 
of polyps, for instance, which has never 
been successful in relieving asthma, though 
others claim success. But he has been 
much more fortunate in the treatment of 
the posterior part of the nasal cavity. Con- 
sidering asthma as a reflex, the question 
is, to his mind, one of whether or not the 
condition is due to irritation of the sympa- 
thetic nervous system. If the asthma 
reflex can be best controlled from the nasal 
ganglion or the sphenoid sinus, they should 
be the places from which it may some- 
times be started experimentally, and he 
gives examples from his practice indicat- 
ing that this is the case. Some cases of 
asthma were apparently of local inflam- 
matory origin, and efforts to prove some 
sensitization to proteins failed. Some were 
acute, and some were chronic hyperplasia, 
without cultivation bacteria, while others, 
like those of the hay-fever group, were 
clearly sensitive. In inflammatory cases, 
the local lesion should be sought and cured. 
Sluder does not claim to answer the ques- 
tion of why, if the sympathetic nervous 
system is concerned in asthma production, 
there are not more evident cases of it. 
There may, however, be anatomic varia- 
tions, which will explain some cases. As 
regards the question of sensitization, it 
cannot. be answered; but it seems certain 
to him that there are anatomic variations 
in the sympathetic nervous system. 


Influenzal Pneumonia 
H. F. Stoll, Hartford, Conn. (Journal 
A. M. A., Aug. 16, 1919), reports an ex- 
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perience with fifty-six patients with in- 
fluenza pneumonia, 70 per cent in poor 
condition, who were treated with the blood 
or serum of convalescent patients, with 
approximately 50 per cent mortality. 
Twelve patients were treated within two 
days after development of the pneumonia; 
ten of these showed prompt improvement 
and recovered. One of the two patients in 
the two fatal cases had incipient empyema. 
Thirty-two patients had been ill for an 
average of 3.9 days when first treated, 
and 72 per cent of these showed distinct 
betterment. Of twenty-four who had 
been ill 5.4 days when treatment was 
given, 80 per cent of whom were seriously 
ill, 17 per cent showed improvement. Nine 
patients, six of them seriously ill, were 
treated with blood or serum from patients 
convalescent from influenza but not pneu- 
monia, and only two showed marked im- 
provements, both reacting with chill. Nine- 
teen patients received transfusions of 
blood or serum from individuals who had 
not had influenza or pneumonia. The re- 
sults were the same whether the prognosis 
was good or bad, 20 per cent seemingly 
benefitted. Nine patients were given 
blood or serum from healthy adults, vac- 
cinated beforehand with triple pneumonia 
vaccine. In only one instance, in a case 
of lobar pneumonia with leukocytosis, did 
improvement follow. Sixteen per cent of 
all the patients treated with convalescent 
serum reacted with a chill and rise of 
temperature. Prompt improvement fol- 
lowed this reaction in all but four in- 
stances. In four patients critically ill, pos- 
sibly death was hastened by the reaction: 
“In 80 per cent of the cases in which defi- 
nite improvement was shown, no reaction 
was manifest. Over half of the patients 
showing improvement required only one 
injection to obtain the desired results.” 
Stoll concludes that trasfusion of “normal” 
blood or serum is only exceptionally of 
value in influenza pneumonia, and that the 
blood from individuals vaccinated against 
pneumococcus Types I, II, and III is no 
better in this type. The impression re- 
ceived from the few patients with con- 
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valescent serum was that it was less potent 
than convalescent pneumonia serum, but 
more so than “normal” serum. Trans- 
fusion of blood or serum from convalescent 
pneumonia patients is occasionally of value 
as late as the fifth day of the disease, and 
when used early within the first three 
days, most cases show distinct improve- 
ment. It seems to lower the mortality 
and shortens the course of the disease and 
complications are fewer. It seems, there- 
fore, to have definite value as a therapeu- 
tic agent. 


Influenza 

No drug, says J. B. Herrick, Chicago 
(Journal A.M.A., August 16, 1919), is 
known that will prevent the occurrence of 
influenza. Some have been tried, but the 
reports of optimistic physicians in regard 
to them do not convince. Segregation of 
cases will prevent contact infection, or it 
might be better said that such measures 
lessen the spread of the disease by lessen- 
ing the concentration of exposure. Ob- 
serving the incidence of influenza, as it 
occurred in the camps and larger towns, 
it seems as though the epidemic goes 
through the populace, sparing the im- 


munes, but affecting the susceptibles, ap- 


proximately 30 per cent of the whole num- 
ber. Reports of clinical observations and 
experiments vary as regards the value of 
the gauze masks, though they undoubtedly 
may prevent droplet infection. If wrongly 
made or used when soiled, they may have 
the opposite effect. Nevertheless, they 
have come to stay; but the failure of at- 
tempts to transfer influenza by swabbing 
the throats of healthy individuals with the 
nose and throat secretions of diseased per- 
sons shakes our faith in the value of the 
mask’s use as a preventive measure. To 
convince one of the fact that there is no 
accepted method of treatment, it is only 
necessary to see cases in consultation or 
read the literature of the epidemic. There 
is one feature, however, on which all agree, 
and that is the importance of early rest 
in bed, continuing it until fever, cough and 
other symptoms have been absent for sev- 


eral days. A few days more of the period 
of rest would often save the patient from 
a protracted convalescence or serious se- 
quels. A sunlit room, plenty of fresh air, 
a light diet and a liberal amount of liquids 
should be allowed and the bowels kept 
freely open. It is hard to refrain from 
using drugs because the diagnosis has been 
made. A level-headed physician may be, 
as it were, overwhelmed by the hysterical 
atmosphere as regards the possible grave 
consequences. In Herrick’s experience, the 
most valuable drug seemed to be digitalis, 
given by mouth, subcutaneously or intra- 
venously, and he thinks in some cases he 
has seen heart failure averted by its use, 
and has never seen any harm from its 
careful employment. Next to digitalis, he 
ranks opium, and, in an asthmatic patient, 
with wheezing chest, he observed good re- 
sults from using epinephrin. Hypoder. 
moclysis or proctoclysis may be helpful, 
and he thinks he saved one life by bleed- 
ing. One should not be a nihilist in the 
treatment of this disease, but how much 
harm may be done by overdrugging no one 
can estimate. The danger is a real one. 


Ss. 5S. S. 


The State of Louisiana has a law pro- 
hibiting the sale of venereal disease reme- 
dies, except on the written prescription of 
a licensed physician. In May of this year 
the Bureau of Venereal Diseases of the 
Louisiana State Board of Health notified 
the druggists of Louisiana that the sale 
of “S.S.S.” (“Swift’s Syphilitic Specific” 
or “Swift’s Sure Specific”) would meet 
with the same law enforcement measures 
as were being waged against any venereal 
disease nostrum. The result of this notice 
was a letter sent to various drug stores of 
Louisiana by the sales manager of the 
Swift Specific Company declaring that 
“S.S.S.” is not recommended or adver- 
tised as a venereal medicine. A few years 
ago “S.S.S.” was boldly heralded in news- 
paper advertisements as a “cure” for syph- 
ilis. (Jour. A.M. A., August 30, 1919, p. 
707.) 
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